
10-08 

ERGONOMICS EVALUATION  

REQUEST FORM  

 

 

Directions: If you suspect a concern with your workstation that is 

impacting your work comfort and productivity, complete this form and 

submit it to your supervisor and the Ergonomics Manager, Alison 

Heller-Ono by fax 751-9597 or email to Hellera@co.monterey.ca.us. 

Allow up to 7 workdays to process your request.  

 

Date of Request: ___________________ 

Name: Physical address: 

 

Job Title:  Phone: 

Department: Supervisor:  

 

Reason for Requesting Ergonomic Evaluation (check all that apply): 

 

1. Employee concern about workstation set up    

 

2. Employee concern with physical discomfort    Existing WC claim  

 

3. New or revised process, procedure or task   

 

4. New employee or new workstation    

 

5. Safety concern        

 

Employee signature ___________________Date__________ 

 

Supervisor signature __________________Date___________ 

 

Note: Should you have a workers’ compensation claim and feel you need 

an ergonomic evaluation, you may obtain a prescription from your 

doctor and fax to the ergonomics manager 831-751-9597. 

 

Comments: _______________________________________________ 

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________ 

For Ergonomics Manager Use Only: 

Self Assessment Sent ______ Completed_____ Assigned Level I  Level II  Level III  

Evaluation scheduled ___________Evaluator ______________________ 

Other:  


